b). Wastell et al. (1972) however, reported two cases of recurrent ulcer within a few months of H.S.V. in a small series, and 22% of Kronborg and Madsen's (1975) 50 patients developed recurrent ulceration within four years of H.S.V. The early postoperative insulin test, however, showed that 58% of Kronborg and Madsen's patients and 28% of those of Wastell et al., had incomplete vagotomy. Since there is a good correlation between insulin positivity soon after vagotomy and subsequent recurrent ulceration (Bell et al., 1965; Johnston et al., 1967; Baron, 1973; Kennedy et al., 1973) it is perhaps not surprising that the incidence of recurrent ulceration after H.S.V. in these series was high.
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Hence our conclusion-that the addition of antrectomy to vagotomy is unnecessary when patients with hypersecretion of acid are treated by H.S.V.-is valid only if the H.S.V. is shown to be complete either at the time of operation or on insulin testing soon after operation. In view of the greater risk to life and the long-term disadvantages of antrectomy we think it best to avoid antrectomy but to spare no effect to ensure that the vagotomy of the parietal cell mass is complete at operation. Using operative techniques described previously (Johnston and Wilkinson, 1970; Goligher, 1974) (Burge and Vane, 1958; Burge and Frohn, 1969) and the Grassi test (Grassi, 1971) . It is better to use these tests than to subject a significant proportion of patients to an unnecessary and potentially harmful antrectomy.
Introduction
The sublingual reading normally used for routine clinical measurement of body temperature is depressed in cold air and therefore unsuitable for assessing hypothermia (Pembrey, 1898; Fox et al., 1971 ), though it is generally considered reliable in air at normal room temperature (20°C). For example, Cranston et al. (1954) found that the discrepancy between the mean sublingual and oesophageal temperatures of a group of recumbent subjects was only 009°C, but Tanner (1951) and Fox et al. (1971) recorded individual sublingual readings about 1-0 C below rectal temperature. Rectal temperature may itself be misleading, and we re-examined the reliability of sublingual temperature by assessing the limits of its discrepancy from central blood temperature during exposure of the head to air at various temperatures. We also investigated the way that external cooling depressed sublingual temperature after preliminary studies showed that cold saliva could be felt to enter the mouth from the parotid duct in cold environments.
Methods
The subjects were 14 medical students and nurses aged 18-30 years and two patients with permanent tracheostomies. They were warmly clothed but bareheaded. They each sat on a chair in a room that could be maintained within 0 5°C of any temperature between 0 and 50°C.
The air was slowly moving at a rate of 0 5 + 0 2 m/sec to mimic conditions in clinical waiting areas.
Oesophageal temperature, which closely follows central blood temperature (Cooper and Kenyon, 1957; Hercus et al., 1959) , was used as a reference. Thermistor probes (Light Laboratories, Ltd.) accurate to + 0 05°C were used to monitor sublingual and oesophageal temperatures. Their 99% response times when they were initially at 180C and plunged into stirred water at 37°C were less than 15 seconds.
The sublingual probe was pushed against the root of the tongue, and the lips were closed and sealed with tape when necessary. Since sublingual temperature may take 10-20 minutes to stabilize after the probe is inserted and the mouth closed (Cranston et al., 1954) sublingual probes were always left in position for 30 minutes. The oesophageal probe was inserted through a nostril to a depth judged by external measurement to bring the sensor opposite the middle of the lower third of the sternum.
Parotid saliva was collected by a Lashley cannula (Lashley, 1916) held by suction to the inner surface of the cheek. Its temperature was monitored by an alumel-chromel thermocouple (Saxonia Wire Co. Ltd.) with a reference junction in a constant temperature water bath; the thermojunction's 99% response time was 22 seconds when it was initially at 18°C and plunged into water at 37°C. Saliva was collected over successive six-minute periods into plastic containers which were weighed before and after collection to give mean salivary flow. ostomies with no air flow through the nose or mouth is shown in fig. 2 . The sublingual temperature fell considerably during exposure to cold in both cases. Oesophageal temperature was not measured.
Results

Sublingual
Temperature and Flow Rate of Saliva.-Parotid saliva was collected during exposure of the face to air at 18-24°C for 30 minutes and then to air at 9-1 1C for another 30 minutes. Saliva temperature fell and saliva flow increased greatly in the cold air. In six such experiments mean saliva and sublingual temperatures (± S.E.) were respectively 36 60 + 0o09C and 36 90 i 0-04°C after 30 minutes at 18-24°C and 35 15 + 0280C and 36-35 ±0-13°C after 30 minutes at 9-11°C. Saliva flow rates were 25 3 ± 4-2 mg/min in the last six minutes at 18-240C and 59 6 + 5 1 mg/min in the last six minutes at 9-11°C. (Dorodnitsina, 1937; Shannon, 1966; Louridis et al., 1970 Rectal temperature is inconvenient to measure and lags seriously when body temperature changes (Mellette, 1950; Cooper and Kenyon, 1957) , as presumably does urine temperature (Fox et al., 1971) . Oesophageal probes are too uncomfortable for routine outpatient use. Local warming of the face would allow reliable sublingual readings if it was well controlled. A procedure that might prove satisfactory for monitoring is to measure extemal aural canal temperature while a simple servocontrolled heating device keeps the outer ear at the same temperature. The aural canal probe can then give readings to within 0 350C of oesophageal temperature (Keatinge and Sloan, 1973, 1975) , though stabilization is slow from the cold state. A similar device has been shown to give reliable results in the newborn infant (Cross and Stratton, 1974) .
